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Key Points

•CAR T-cell therapy was
safe and effective in
a DLBCL patient with
coexisting autoimmune
neuropathy.

•CD19 CAR T-cell ther-
apy may control refrac-
tory autoantibodies and
monoclonal
gammopathies.

Introduction

Chimeric antigen receptor (CAR) T cells are genetically engineered T cells that attach to specifically
targeted tumor-associated antigens and destroy the tumor cells through T-cell activation. CAR T cells
have revolutionized the treatment of relapsed/refractory large B-cell lymphomas and other hematologic
malignancies.1,2 Patients with a history of autoimmune disease were excluded from the landmark clinical
trials that led to the approval of CAR T-cell therapy.3 Therefore, it is not known whether CAR T cells are
safe to administer to patients with autoimmune conditions. Whether immune effector cell–associated
neurotoxicity syndrome (ICANS), which complicates CAR T-cell therapy, could worsen preexisting
neurologic conditions associated with lymphoma is also not established. Interestingly, preclinical murine
studies have shown promising outcomes with CAR T-cell therapy in autoimmune conditions, including
the eradication of systemic lupus erythematosus and autoimmune polyneuropathy.4,5

Multifocal motor neuropathy (MMN) is a rare, pure motor neuropathy characterized by asymmetric slowly
progressive distal muscle weakness.6 MMN is a demyelinating and axonal disorder, with ;40% to 50%
of cases showing presence of immunoglobulin M (IgM) antibodies against the peripheral nerve myelin
glycolipids GM1 and GD1b.7 These anti-GM1 autoantibodies associated with MMN have also been
associated with IgM monoclonal gammopathy and B-cell lymphoma.8-11 Although MMN patients rapidly
respond to IV immunoglobulin, the improvement is not sustained. Most patients require higher and more
frequent doses of IV immunoglobulin over time, and if disease is refractory, second-line agents include
rituximab and cyclophosphamide.12-16

Here, we describe the successful outcome with CAR T-cell therapy of a patient with diffuse large B-cell
lymphoma (DLBCL) and an associated MMN that became refractory to IV immunoglobulin.

Case description

A 53-year-old man with a 10-year history of MMN controlled with monthly IV immunoglobulin presented
with a 2-month history of pruritus, right axillary lymphadenopathy (LAD), and worsening lower-extremity
weakness. His MMN at this time was progressing despite IV immunoglobulin, with ambulation limited to
assistance with a wheelchair. On physical examination, he had extensive generalized muscle atrophy,
with paresis of both upper and lower extremities, enlarged right axillary LAD, and palpable splenomegaly.
Laboratory evaluation was notable for pancytopenia, with a leukocyte count of 3.13 109/L, hemoglobin
of 10 g/dL, and platelet count of 1043 109/L. Lactate dehydrogenase was elevated to 452 U/L. Serum
protein electrophoresis revealed a biclonal M spike of 0.9 g/dL, IgG k of 1633 mg/dL, and IgM k of
551 mg/dL. Ganglioside antibody profile revealed antiganglioside antibodies, including anti-GM1 IgG/
IgM of 149 and anti-GD1b IgG/IgM of 97. Computed tomography (CT) scan showed bulky right-sided
axillary and subpectoral LAD with marked splenomegaly. Positron emission tomography (PET)/CT scan
showed extensive fluorodeoxyglucose-avid adenopathy involving the bilateral cervical, bilateral axillary,
and porta hepatis regions (maximum standardized uptake value range, 4-31).
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A biopsy of the axillary lymph node confirmed the diagnosis of
DLBCL. Immunohistochemical staining showed a population of
atypical lymphocytes positive for CD20, CD5, CD23, BCL-2,
BCL-6, PAX5, and MUM1 and negative for CD10, cyclin D1,
SOX11, c-MYC, HHV8, EBV, and PD-L1. Ki-67 proliferation
index was 70%. Immunoglobulin gene rearrangement studies
revealed a clonal k light chain rearrangement. Bone marrow
aspiration and biopsy revealed 25% involvement of lymphoma,
with multiple cytogenetic changes including extra copies of BCL-6
in 3q27, MYC in 8q24, and BCL-2 in 18q21 and isochromosome
17q leading to relative loss of 17p. Fluorescence in situ hybridiza-
tion studies were negative for rearrangements involving IGH-BCL-2,
BCL-6, and MYC genes. Because of the concurrent findings of
stage IV DLBCL of the non–germinal center B-cell–like subtype and
monoclonal gammopathy, MYD88 mutation testing was performed
and was positive for L265P mutation, which is usually seen in
Waldenström macroglobulinemia and IgM-expressing lymphoplas-
macytic lymphoma. k and l light chain stains showed a nonspecific
staining pattern and no distinct cytoplasmic light chain restriction.

Methods

Our patient proceeded to treatment with 6 cycles of dose-adjusted
rituximab, etoposide, prednisone, vincristine, cyclophosphamide,
and doxorubicin. IV immunoglobulin for the MMN was withheld
during chemotherapy. At the end of 6 cycles, he was in complete
metabolic remission by PET/CT. The monoclonal gammopathy was
no longer detected, but the ganglioside antibody profile remained
positive for anti-GM1 IgG/IgM and anti-GD1b IgG/IgM (Figure 1).
He was restarted on IV immunoglobulin every 3 weeks, with gradual
improvement in his motor strength, such that he was able to walk
without a walker and move his fingers.

Six months later, a PET/CT scan showed new evidence of disease in
the neck, chest, abdomen, and pelvis, as well as patchy involvement of
bone marrow by biopsy. Relapsed DLBCL was confirmed on inguinal
node biopsy. The IgM k monoclonal gammopathy also reappeared

before his systemic relapse was diagnosed and rapidly reached
pretreatment levels. The patient at best had stable disease per Lugano
2014 criteria after 2 cycles of rituximab, ifosfamide, carboplatin, and
etoposide, with persistent disease in the left axillary, inguinal, and
portal/portocaval nodes (maximum standardized uptake value, 27.5).
His strength continued to improve on IV immunoglobulin, and he was
able to perform most of his activities of daily living, including
ambulation with minimal assistance, although distal limb atrophy
and weakness persisted.

He next proceeded to CAR T-cell therapy with axicabtagene
ciloleucel (axi-cel). This decision was made accepting the possible
risk that the treatment might worsen the MMN, because the patient
had limited therapeutic options. Before CAR T-cell infusion, he
received lymphodepleting chemotherapy with fludarabine and
cyclophosphamide.

His CAR T-cell course was complicated by neutropenic fever
on day 4 after axi-cel infusion (ie, day 14), which was treated
with empiric antibiotics. He then developed grade 2 cytokine
release syndrome (CRS), as evidenced by fever, hypotension,
and tachycardia on day 16, which required intensive care unit
admission for close monitoring; he was treated with 2 doses of
tocilizumab. This was followed by grade 4 ICANS with pro-
gressively worsening altered mental status and generalized
seizures, requiring intubation on day 18 and treatment with
high-dose steroids and a third dose of tocilizumab. His initial
steroid regimen was 1 g of IV methylprednisolone for 3 days
followed by dexamethasone taper over 5 days once symptoms
improved. An electroencephalogram performed on the day after
ICANS development revealed moderate to severe slowing and
intermittent rhythmic d activity, representing a likely interictal
pattern seen in encephalopathy, for which prophylaxis with
levetiracetam was continued. After recovery from CRS and
ICANS, he received 2 daily doses of 50 g of IV immunoglobulin
for his MMN maintenance therapy. He was discharged home
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Figure 1. Ganglioside antibody profile and M protein levels during treatment course for DLBCL. Red line shows the levels of GM1 antibody, blue line shows levels

of GD1B antibody, and light green line shows M protein levels. IVIG, IV immunoglobulin; R-EPOCH, rituximab plus etoposide, prednisone, vincristine, cyclophosphamide, and

doxorubicin; RICE, rituximab plus ifosfamide, carboplatin, and etoposide.
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on day116 after CAR T-cell infusion, with a biweekly regimen of
IV immunoglobulin for the MMN.

His 30-day posttreatment PET/CT showed complete metabolic
remission of his lymphoma, which was sustained on his 3- and 6-
month posttreatment imaging. His muscle weakness continued to
improve, and he was ambulating with a walker 2 months after and
without any assistance 6 months after CAR T-cell therapy, with no
decline in motor function before his IV immunoglobulin infusions.
The monoclonal protein and the anti-GM1 and anti-GD1b anti-
bodies became undetectable, and the patient continues to receive
IV immunoglobulin (Figure 1).

Results and discussion

Although CAR T-cell therapy with the 2 US Food and Drug
Administration–approved products axi-cel and tisagenleucel has
revolutionized the treatment of refractory lymphoma, the treatment
carries the risk of life-threatening adverse effects, which often require
intensive care.17-19 Because of the concern that autoimmune
conditions might worsen during the CRS provoked by extensive
T-cell activation, patients with autoimmune conditions were excluded
from the initial trials in lymphoma patients.20 Indeed, immunotherapy
with checkpoint inhibitors, which also work by activating T cells, can
exacerbate autoimmune conditions and cause new-onset autoim-
mune disorders.21-23 Another concern is that the severe neurologic
toxicity seen in some patients after CAR T-cell infusion could
exacerbate preexisting neurologic conditions.

With these concerns in mind, but with awareness of the rapid
progression of the life-threatening lymphoma, our patient pro-
ceeded with CAR T-cell therapy; despite development of both
severe CRS and ICANS, no immediate flare of motor weakness
from MMN occurred during treatment. Although he was receiving
IV immunoglobulin concurrently, it is speculated that the profound
B-cell aplasia accompanying CAR T-cell infusion was instrumental
in initiating a partial but continuing improvement in his motor
weakness. The complete resolution of monoclonal gammopathy

and anti-GM1 and anti-GD1b antibodies coincided with this
improvement. This suggests a potential role of CAR T-cell therapy
in removing autoreactive antibody-producing B-cell clones that
are resistant to immunosuppression and chemoimmunotherapy.
However, prospective clinical trials are necessary to evaluate the
role of CAR T-cell therapy in the treatment of refractory
autoimmune diseases and chemotherapy-resistant monoclonal
gammopathies of clinical significance causing organ damage,
which are predominantly mediated by IgM antibodies produced by
CD-191 B cells and plasmacytoid B cells.

To our knowledge, this is the first report of the successful and safe
treatment of relapsed/refractory DLBCL and coexisting autoim-
mune MMN with monoclonal gammopathy with CD19-directed
CAR T-cell therapy.
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